and also inquire about formal and informal help seeking within a defined timeframe (e.g., Urbanoski et al. 2007; Cunningham & Breslin 2004) . Results of these studies confirm that many more people with substance use prob-lems are engaged with non-specialist services such as primary care physicians, emergency departments and hospital inpatient services than specialized detoxification, residential or non-residential treatment programs. Such data have supported the call for a more comprehensive view of the substance use treatment "system", arguing that a discernable impact of the treatment system at a population level is unlikely to be achieved only through provision of specialized services to people with the most severe and complex needs (e.g., Babor et al. 2008) . Systems design must also recognize that many people resolve their substance use problems without the aid of formal helping services (Sobell et al. 1996) , although "natural recovery" does not necessarily exclude support from informal sources of support that can also be conceptualized as part of treatment into system design (Edwards 2000) . A broader population health approach is needed, is now commonly recognized that the construct of "substance use problems" is multi-dimensional comprised of substance use (frequency, quantity and variability), substance abuse (essentially negative consequences of use), and substance dependence (Hasin et al. 2006; Rehm 2008 ).
However, evidence from studies involving people from the general population and treatment/health care settings also shows that heavy substance use, abuse and/or dependence frequently co-occur with mental health problems, physical illness and a range of social needs. Thus, the overall problem profile is complex and exists in varying degrees of severity. This heterogeneity is not well-captured in current nosological systems. One innovative approach to the conceptualization of problem severity suggests that it consists of three interrelated dimensions: acuity, chronicity and complexity (Reist & Brown 2008) . Acuity refers to short duration and/or urgent risks or adverse consequences (e.g., accidents or criminal charges) that are associated with the index problem (e.g., heavy substance use or dependence). Chronicity refers to the development or worsening of long duration or enduring conditions (e.g., major depression, chronic pain, Hepatitis C). Complexity refers to the degree of cooccurrence of the acute or chronic index problems and/or the existence of health and social factors such as homelessness, unemployment, family dysfunction that complicate the process of addressing the index problem(s). Complexity is a concept that is being applied more frequently to individual assessment and treatment planning in the field of psychosomatic medi-Tiered frameworks for planning substance use service delivery systems cine 1 (Huyse et al. 2006) ; the planning and implementation of various strategies for integrating mental health and substance use services with broader health care services and systems (e.g., Kathol et al. 2009 );
and risk-adjustment for outcome monitoring and costing purposes (Hermann et al. 2007 ). Substance use problem severity represents the cumulative gestalt of acuity, chronicity, and complexity, akin to the concept of "level of burden" (Aldworth et al. 2010) or "multi-morbidity" (Angst et al. 2002) . This model underpins recent efforts in the Netherlands to recruit, assess, match, treat and assess outcomes for a large municipal treatment system (Merkx et al. 2007 ). Another more recent system design framework that is also based on continuum-of-care principles is the "stepped care" approach such that clients are assigned, on the basis of assessment, to the least intensive and intrusive level of care and then "step-up" if outcomes are not positive and, when appropriate, "step-down" for the maintenance of gains and ongoing support (Breslin et al. 1998; Sobell & Sobell 2000) .
From a historical perspective the continuum-of-care model was a significant advance over a "one-size-fits-all-approach" to delivery of substance abuse treatment services. The approach influenced, for example, the structure of needs assessment and needs based planning models (e.g., Rush 1990 ) and treatment services policy concerning funding and access to treatment (e.g., through managed care in the US). As useful as it has been, however, the continuum-of-care approach appears to have now been subsumed under the broader systems approach described earlier since it covers only the specialized sector of substance use services and offers little guidance on linkage of these services and supports to health, social, justice, or education services, for example.
■ Beyond the continuum-of-care to tiered frameworks The role of tier 1 services includes the provision of their own services plus, as a minimum, screening and referral to local drug and alcohol treatment services in tiers 2 and 3. services may also include assessment, other services to reduce drug-related harm, and liaison or joint working with tiers 2 and 3 specialist drug and alcohol treatment services.
Tier 2: Open access drug and alcohol treatment services
Tier 2 services provide accessible drug and alcohol specialist services and are defined by having a low threshold to access services, and limited requirements for participation. Tier 2 services include needle exchange, drug (and alcohol) advice and information services, and ad hoc support not delivered in the context of a care plan. Tier 2 can also include low-threshold prescribing programmes aimed at engaging opioid misusers with limited motivation, while offering an opportunity to undertake motivational work and reduce drug-related harm. Major similarities between the Canadian and UK frameworks were the strong focus on linkage within and across the tiers, and
Tier 1 interventions include provision of drug-related information and advice, screening and referral to specialised drug treatment.
Tier 2 interventions include provision of drug-related information and advice, triage assessment, referral to structured drug treatment, brief psychosocial interventions, harm reduction interventions (including needle exchange) and aftercare.
Tier 3 interventions include provision of community-based specialised drug assessment and coordinated care-planned treatment and drug specialist liaison.
Tier 4 interventions include provision of residential specialized drug treatment, which is planned and care coordinated to ensure continuity of care and aftercare. These may include screening, brief intervention and referral.
Tier 3
services and supports in Tier 3 are intended to engage people experiencing substance use problems who are at risk of secondary harms (e.g., hiV victimization). They include active outreach, risk management, and basic assessment and referral services. Tier 3 services may include general outpatient counselling, home-based withdrawal management, supervised injection sites and methadone and buprenorphine maintenance treatment.
Tier 4
Tier 4 comprises services and supports that are more intensive than those in Tier 3 and in many cases offer specialized services for people with substance use problems. This may include comprehensive assessment to build a solid foundation for structured treatment planning; case management; outpatient counselling; intensive day programming for early recovery (e.g., "daytox"); structured residential services; services that link people with concurrent mental health and substance use problems to the full range of needed assessment, treatment and support services and active outreach services such as assertive Community Treatment (aCT) teams, as well as other intensive outreach services in hospitals (including emergency services), shelters and correctional facilities.
Tier 5
services and supports in Tier 5 are intended to address only the needs of people with highly acute, highly chronic and highly complex substance use and other problems, for whom lower-tier services and supports are inadequate. This may include services that link people with highly complex concurrent substance use and mental health problems to the full range of needed assessment treatment and support services; intensive treatment services in correctional facilities; and residential or hospital-based services (e.g., residential programs for the treatment of concurrent disorders, hospital-based medical withdrawal management services).
Tiered frameworks for planning substance use service delivery systems • This tier is comprised of functions targeted to people with identified problems/diagnoses who are not engaged in or have completed specialized treatment. These functions may serve as a doorway to higher tier, specialized care functions and lower tier, self-management and mutual aid functions (e.g., comprehensive assessment/diagnosis, outreach/engagement; case management).). They also include general support functions (e.g., continuing care, supportive counseling, support groups, walk-in services) as well as functions designed to reduce the risks and consequences associated with the identified problems/diagnoses (e.g., emergency/acute care medical services, psychosocial crisis intervention, and needle exchange).
Tier 4: Specialized-care functions targeted to people assessed/diagnosed as in need of more intensive or specialized care.
• This tier is comprised of, but not limited to, most of the functions generally considered to be part of the specialized mental health, substance use and problem gambling treatment systems.
The functions include ambulatory and structured residential interventions, including pharmacotherapy, psychotherapy, and may involve multidisciplinary teams (e.g., aCT). These are specialized treatment functions intended to be delivered by individuals with special training to people who have been assessed/diagnosed as requiring this level of specialization. The function is unrelated to setting (e.g., a primary care physician providing pharmacotherapy is providing a Tier 4 function).
Tier 5: Highly specialized-care functions targeted to individuals with complex problems.
• These are functions designed for particularly complex or severe mental health, substance use or gambling problems/diagnoses or combinations of these problems/diagnoses (e.g., inpatient/ residential concurrent disorder programs; inpatient forensic programs, inpatient medical WMs;
long-term inpatient psychiatric care).
functions. It is also based on an evidenceinformed approach to service and system integration and incorporates core principles and functions that reflect 'best practice' advice on the manner in which mental health, substance use and gambling problems are addressed from a population health perspective.
Conclusion
The Notwithstanding these and other potential benefits to be derived from the application of this framework in planning and system reform efforts, the framework is a static view of the treatment system and further work is needed to depict the "flow" of people through the system and assess overall capacity requirements at critical junctures. A project is now underway in Canada to expand previous work on needs-based planning models for specialized alcohol treatment systems (Rush 1990 ) incorporating this much expanded view of the treatment system. In such applications frameworks specific to various sub-populations such as children and adolescents and indigenous people may also be needed.
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